We orinated, no Wel orienated with: (14) or localising signs (18, of whom 11 were conscious)), causing their immediate referral to the neurosurgical unit. A skull fracture was seen in 24 of the 32. Two thirds of cases (68) became clinically apparent after admission for observation without prior evidence of extradural haematoma.
Application of the guidelines to patients at their initial observation in the accident service would have resulted in failure to admit four cases. Two had skull fractures undiagnosed by the observer of the x ray film; one young motorcyclist with a good crash helmet did not need a skull x ray investigation; and one child aged 3 did not have a fracture but did have a definite scalp lesion.
Comment
The guidelines for the management of head injuries will pick up 96% of extradural haematomas. Careful consideration must be given to patients with local scalp trauma, and children, who may develop an extradural haematoma more readily in the absence of a fracture than adults, must be carefully assessed. With the addition of a serious scalp lesion, the guidelines can be presented as a flow chart for the help of junior staff (figure). We have used this for a year at the Bristol Royal Infirmary and have confirmed it as safe and effective. Discrepancy between standard and low range mini Wright peak flow meters
The mini Wright peak flow meter' is widely used as a cheap and convenient method of measuring peak expiratory flow rate2 and monitoring this over time. It is available in two models with scales 60-800 I/minute (standard range) and 30-370 I/minute (low range). Variation between instruments exists for the standard range model, but this is oflittle practical importance.3 The manufacturers claim that the scale ofthe low range meter is close to that of the standard Wright peak flow meter and hence to that of the standard range meter (Mini-Wright peak flow meters: notes for the doctor. Clement Clarke International Limited, London). Our recent experience with these instruments, however, suggests that the scale of the low range meter gives lower readings than the standard one in the same patient.
Methods and results
Two standard and three low range meters were drawn at random from a pool of new, unused meters. Thirty children aged 7-9 from a local school were each taught the technique of forced maximal expiration. Each then blew at least three times through a paediatric mouthpiece into each meter, in random order, finishing with the meter used first. The highest reading from each meter was recorded, and the data for that child were rejected if the two recorded readings from the meter used first differed by more than 10 I/minute. Records from 25 children were accepted.
The two sets of standard range and three sets of low range recordings differed little (mean (SD) difference for standard 0-8 (6-3) I/minute; mean (SD) difference for each low range pair 3-0 (12-6), 13-8 (10-7), and 10-8 (10-8) I/minute) and the means for each child and model (mean standard range meter range 195-371 1/minute; mean low range meter range 183-325 I/minute) were used in the subsequent analysis.4
The figure shows the discrepancy between the mean standard and low range meter recordings for each child; the mean low range recording was always lower (range ofdifferences 10-46 I/minute), and the difference in scales between the two models was significant. Difference between mean recordings obtained by standard range meter (SRM) and low range meter (LRM) for each child. Transformation of the ordinate by calculating proportional bias ((mean SRM-mean LRM recording)x2/(mean SRM+mean LRM recording)) for each data point abolished the positive trend. The mean (SD) proportional bias 0 102 (0-035) was significantly different from zero; t= 14-6, df=24, p<O 001.
Comment
The discrepancy between the scales of the standard and low range meters is clinically important, particularly in the upper part of the range of the low range meter. Standardisation of physiological measuring instruments may be difficult, particularly if it requires the cooperation of many subjects. In view of our findings, however, serial measurements for individual patients should always be taken using the same model, even if it is impracticable to use the same instrument. showed a filling defect in the superior sagittal sinus. The cerebrospinal fluid had an opening pressure of 370 mm water and contained 8 x 106 red blood cells/l, no white cells, and 0-54 g protein/l. Digital subtraction angiogaphy confirmed thrombosis in the sagittal sinus. The oral contraceptive was stopped and her condition improved rapidly with resolution ofher papillema by four months.
Case 3-A 26 year old woman withlongstandingm orrhagia presentedwith a two month history of occipital h , which had begun after she had started taking Manrelon (desogestrel 150 gig, ethinyloeetradiol 30 pg) as an oral contraceptive. Two days before her admission the headache had worsened and she had become lethargic and vomited. On presentation she was drowsy, catatonic, and feverish (38-2°C). Examination of the cranial nerve gave normal results. Tone was increased in both arms, more soon the left, with symmetrically brisk reflexes and flexor plantar responses. Haemoglobin concentration was 70 g/I withamicrocytic, hypochromic film. Computed tomography showedeffacement of the anteriorhornof the rightventricle and low density in theregionof the basal ganglia. Carotid angiography showed thrmbosis of the deep cortical veins and right transverse sinus, and a nuclear magnetic resonance scan showed changes in the basal ganglia and thalamus (figure). Thirty ninie healthy subjects consented tO participate in the study. Only four knew that they had received vaccinations against diphtheria or tetanus, or both, within the preceding 10 years. All but one, however, had probably been immunised during infancy or in school with a combined diphtheria and tetanus
